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background: Mitral stenosis (MS) post mitral valve repair (MVR) is rare & generally occurs > 1 year post repair. We present a case of MS that 
developed rapidly in 4 months post MVR with associated interesting pathophysiology.
case:  23-year-old woman with history of IVDA, MRSA endocarditis s/p tricuspid valve replacement/ MVR/ post operative 3rd degree AVB presented 
with a 4month history of worsening shortness of breath. She had not received a permanent pacemaker (PPM) due to persistent bacteremia & 
antibiotic noncompliance. Since her valve surgery 4 months ago, she had experienced worsening dyspnea & was treated twice for presumed 
pneumonia. She was dyspneic at rest with significant orthopnea. Physical exam: peripheral edema, elevated jugular venous pulse with cannon 
‘a’ waves & bilateral wet crepitations till mid thorax. A soft S1, 2/6 rumbling diastolic-murmur at the apex starting right after a loud S2 with no 
radiation & 1/6 holosystolic murmur at the apex radiating to the axilla were audible. EKG: 3rd degree AVB, heart rate 40 bpm. She was cachectic.
Decision-making:  Trans thoracic ECHO revealed normal LV function, severe MS, mild mitral regurgitation & elevated RVSP. Trans esophageal 
ECHO revealed MV area of 0.77cm2. Cardiac catheterization demonstrated normal LVEDP, MV gradient of 13mmHg, PCWP of 19mmHg & mean PA 
pressure of 39mmHg. Heart failure (HF) was secondary to MS. Diuresis did not significantly improve her symptoms. The 3rd degree AVB contributed 
to elevation of LA (contraction against closed valve) & pulmonary pressures worsening her HF. With cachexia & high morbidity for a second 
sternotomy, we decided to first place a PPM & monitor response. PPM would provide AV association thereby improving cardiac output & decreasing 
LA/pulmonary pressures. PPM resulted in significant improvement of her symptoms & activity tolerance. A staged MV replacement was planned after 
improvement in her nutritional status.
conclusion: A high degree of suspicion for MS needs to be maintained in patients presenting with dyspnea post MVR. Understanding the 
pathophysiology associated with 3rd degree AVB & its contribution to patient’s HF provided us with insight into developing a safe and optimal 
treatment strategy.
